melanoma subsequently developed. Mr. D. M. Stern kindly looked up the hospital notes for me, but found no mention of any melanoma or mole.
The melanoma was 2 cm. in diameter, attached by a broad pedicle to the groove between the anterior parts of the right labia majus and minus, lateral to and not involving the clitoris. There was no ulceration, and no attachment to deep tissues. Two small glands were felt in the left groin, none in the right. In the right iliac fossa was an appendicectomy scar hernia 3 in. across.
I performed a Halsted operation on December 10, 1932, 'Mr. J. D. Flew assisting me. The specimen shows pigmented growth in the glands of the right side. The section of the primary growth shows melanotic carcinoma.
The patient left hospital healed on the thirty-seventh day after operation. In September 1933 she was operated on, in another hospital, for strangulation of the scar hernia.
On January 19, 1935, I found no evidence of recurrence. Her urine contained no melanin. She was still having frequent attacks of abdominal pain and vomiting. She died on April 8, 1935 . No post-mortem examination was held. Her doctor stated that the cause of death had been cerebral haemorrhage and chronic intestinal obstruction. He found no evidence of recurrence of the melanoma.
According to the literature on this subject, melanoma of the vulva tends to recur verv quickly. The period of survival of this patient after operation, two years and four months, is. unusually long.
Mr. CLIFFORD WHITE said that AMr. iNorman White had been right in carrying out a block dissection of the lymph-bearing areas up to the inguinal glands as the case was one of melanoma. He would also regard this as correct treatment in the rare cases of sarcoma of the vulva, but in cases of carcinoma of the vulva he had for many years given up block dissection and had limited himself to a full dissection of the glands. He removed the fat containing the glands from above Poupart's ligament to the apex of Scarpa's triangle in one piece, taking special care to open the crural canal and to remove the gland contained in it, as this gland was frequently the first one to be affected. The vulva was then excised by a separate incision. He had adopted this technique in place of an operation which removed the vulval growth and the gland-containing fat in one piece, because in his opinion. the infection of the glands was embolic in nature.
It was very rare to find a recurrence in the connective tissue or skin between the vulva and the glands; in this repect these cases differed from those of carcinomlia of the breast. (e) bleeding from both nostrils; (f ) a swelling in the lower abdomen; (g) a swelling
in the upper third of the right thigh, with the skin ecchymosed. The swelling was soft, like a low tension cyst. The Medical Officer-in-Charge thought that on palpation, he could feel sonmething like faetal parts and made inquiries about pregnancy. He was informed she had missed four periods. He admitted the case as ' ? Rupture of the uterus and discharge of the foetus into the mother's thigh." This diagnosis created a sensation in the hospital and the case was carefully observed and investigated.
On subsequent examination of the lower pole of the swelling in the thigh, something like a fcetal head about 3 in. in diameter could be palpated, somewhat flattened, Section of Obstetrics and Gyncecology 309 and its upper part felt like trunk and limbs (about 6 in. long). The ? foetal head could be easily pushed up into the right ride of the lower abdomen, but would not stay there, returning to its original position. No foetal heart sounds were heard.
Examination per vaginam.-The cervix was soft and the os closed; there was no bleeding. The uterus was the size of a five-months' pregnancy; it was tilted to the right, but it could not be moved on account of extreme tenderness in the right iliac fossa; the uterus itself was not tender. A catheter was passed and clear urine was drawn off. Near the right iliac crest, two small lumps were palpable, which were suspected to be broken pieces of the iliac crest.
The pupils were equal and reacted to light. Heart, lungs, liver, and spleen: No evidence of abnormality. Tongue moist, but paler than normal. Extremities cold. Pulse 86; small and easily compressible. Respirations 37.
Any interference was deferred, as the patient was in a condition of profound shock and was semi-conscious. She was constantly observed for signs of hemorrhage internally. Treatment was directed for shock. Morphine 4 gr. was injected, the foot of the bed was raised and the patient was kept warm in blankets and hot water bags; volatile stimulants were given, also continuous rectal saline by drop method:
the head was ice-capped (because of bleeding from the nostrils and suspicion of head injuries), and 25 c.c. of 25% glucose was injected intravenously (12 noon on 7.12.33). (For the above notes I am indebted to Dr. G. C. Pattanaik.)
When I saw the patient, she was suffering from profound shock. 1,500 units anti-tetanic serum was given as a preliminarv prophylactic dose, and continuous rectal saline and glucose infusion continued. The pulse gradually improved. The abdomen was not distended and haemorrhage, if any, had ceased. Examiined per vayinam the os was found to be closed and there was no bleeding. Nothing definite was found in the pouch of Douglas. No appreciable free fluid in abdominal cavity. Poupart's area was very indefinite and puffy; there was a feeling of something loose under the crest of the ilium.
The swelling in front and to the inner side of the right thigh was large, discoloured and haematoma-like, and in it I was able to palpate a round, hard, flattish object, about the size of a tangerine orange. There was a strong suspicion that it was a fetal skull. Treatment was continued for shock, and at 2 p.m. on 7.12.33 the pulse became imperceptible, but the heart sounds could be easily counted by the stethoscope. The tongue, though pale, retained its colour. Evidently the deterioration in the condition was due to slhock tather than to internal haemorrhage. At all events the general condition did not permit of active interference at this stage, and treatment for shock was persisted in. At 6 p.m. the condition had decidedly improved; the extremities were warm and the pulse was better in volume, but the patient was restless; she was therefore put to sleep with 0*5 c.c. eukodal.
Next day, 8.12.33, the swelling and the haematoma in the right thigh had increased in size and now involved the whole of the upper two-thirds of the thigh. The lower end of the swelling was well defined. Discoloration of the skin was more definite and a large violet patch had formed at the lower part. The upper limit of the swelling was ill-defined and could be traced up to the sixth rib in the mid-axillary line. The abdominal wall above the iliac crest was aedematous. There was no surgical emphysema. As the patient appeared to have recovered from the shock, the swelling in the thigh was examined by X-rays while she was in bed. The skiagram showed a fcetus, lying with its head down, its back towards the middle line of the mother, and its limbs to her right. It was lying in front of the femur. A slight blood discharge was now visible per vaginamr.
The general condition being then satisfactory, I decided to remove the fcetus and follow up the damage to the uterus, etc. Under gas-and-oxygen, an examination per vaqiniarn revealed the cervix dilated one fingerbreadth and the the thigh were unaffected. The iliac crest was intact, and what had felt like broken pieces of crest were fcetal limbs. The peritoneal cavity contained a small quantity of effused blood. I had to decide quickly whether I should perform hysterectomy, or risk extraction of the placenta through the tear and suture the uterus. As the general condition did not justify hysterectomy, and as the uterus was contracting so well, I decided on the latter course. By this time the uterus was trying to expel theplacenta through the os. The vagina was thoroughly swabbed out, the uterus packed off, theplacenta removed and the uterus stitched up as in a classical Casarean section. Then came the repair of the abdominal wall, and on passing the hand into theabdomen, a big rent, approximately 8 in. long, was detected in the peritoneum, running up to the costal margin. The original incision was extended along this line, and the rent was exposed and sutured with catgut after as much as possible of the blood and fluid had been mopped out. The wound was closed, and two drainage tubes were inserted into the thigh through stab wounds. Deep sutures were inserted into the structures round the inguinal ligament and the crest of the ilium, to close off the abdominal cavity. This procedure was completed satisfactorily, and the abdomen was completely closed.
The patient was put up in Fowler's position as soon as the effects of the anaesthesia had passed off.
She stood the operation very well and next day the drainage tubes were removed: on the third day the stitches in the thigh wound were removed as there was a tendency to pull through, and the lower part of the thigh wound was sloughing.
There was some diarrhcea. Four days after the operation, pleural friction sounds were heard over the precordium. The patient was running a hectic temperature, but the urine and blood cultures were sterile. There was a slight relative polymorphonuclear leucocytosis, and the blood-counit at this stage was: R.B.C. 1,720,000;
Hb. 55%. W.B.C. 8,750. Differential: Polys. 84-4%; large monos. 0*8%; lymphos. 14 4%; eosinos. 0 4 4%. No malaria parasites found.
Abdomen not distended; bowels moved; urine withdrawn by catheter, pulse 140, temperature 102°, general condition quite good. She had had daily injections of 25 c.c. of 25% glucose intravenously ever since her admission to hospital, twice daily for the first three days: a total of 90 c.c. of antistreptococcic serum, 7,000 units of anti-tetanic serum (besides the prophylactic dose of 1,500 units) and 4 c.c. of "septicaemin" daily for nine days. The whole of the black area in the thigh sloughed away, leaving a huge raW surface. Curiously enough the peritoneal and the abdominal sutures remained unaffected and there was no abdominal trouble whatsoever.
She continued to improve daily, the temperature remained normal and the weight increased. Skin-grafting was about to be perfomed when on15.1.34 the terrific earthquake shook the whole of Bihar. The hospital had to be evacuated and this patient, with all the others, rushed outside, and were housed in tents as soon afterwards as possible. The weather was intensely cold and it rained heavily. The patient unfortunately developed double pneumonia in the temporary camp, but she weathered this and on March 15 was quite fit again. Before discharging her, I dilated and curetted her on account of a large uterus. She was most grateful for all that was done and came daily to see me. Needless to say the skin-grafting could not be carried out, and after the earthquake the wound had healed. No contractures took place, and there was no hernia.
Comments on this most unusual and interesting case:-(1) The abnormal site of delivery of the faetus. The question is: How was the fuetus forced down into the thigh when its line of least resistance, after rupture of the uterus would be into the abdominal cavity and the same intense force would naturally have ruptured the abdominal wall?
The patient herself does not know much about it, except that her child was playing in the street and she saw a motor-bus coming. She ran out in front of it, to save the child, and was knocked down. The child escaped injury.
Two possibilities: (1) The bus struck the woman on her left side, throwing her on the ground and went over her, the pressure of the tyres and counter-pressure of the ground ruptured the uterus and the pressure continuing downwards and to the right forced the fcetus down into the thigh. (The fcetus was about twenty-three weeks old, so the uterus would be above the brim and nearing the level of the umbilicus.)
(2) The original blow and pressure were on the right side and stripped the skin and superficial fascia off the thigh, detaching the inguinal ligament from its attachments and the abdominal muscles from the anterior third of the iliac crest; the same force, continuing to act, tore the peritoneum and ruptured the uterus. On release of the pressure, the uterus rebounded forward and squeezed out the fcetus, which passed out under the skin of the right thigh along the line of least resistance.
I have not seen any similar case recorded in medical literature.
Professor JAMES YOUNG said that Dr. Coutts was probably justified in describing his remarkable case as being unique. He (Professor Young) had some years ago had a case under his care which, although exhibiting features of a much less dramatic nature than those in Dr. Coutts' case, had some points of resemblance.
A young woman, who was riding pillion on a motor-cycle, received violent injuries as the result of a collision. During several days she lay in a surgical ward suffering from concussion, and on recovery was found to be coniplainiing of abdominal pain. Examination revealed the presence on the right side of the lower abdomen of a hard swelling, the exact nature of which it was difficult to determine. A skiagram revealed the existence of a fcetus. When the abdomen was opened rupture of the uterus was found to have taken place, the fcetus and placenta having been expelled into the abdominal cavity. There was no evidence of any intraperitoneal blood loss, and the uterus was found to be tightly contracted. The head of the foetus was projecting through a rupture in the anterior abdominal wall just above the iniguinal ligament. The fcetus and placenta were removed and the subsequent recovery of the patient was satisfactory. .
Dr. ARTHUR M. HILL read a paper: Post-abortal and Puerperal Gas Gangrene: A Report of 30 Cases from the Women's Hospital, Melbourne, between April 1933 and February 1935. This paper will be published later-by arrangement-in the Journal of Obstetrics and Gynecology of the Br-itish Empire.
